cently a lot of attention has been focussed on the prevalence of psychiatric disorders and the role of psycho-social factors in diabetic mellitus (Popkin et at., 1988) . Surridge et al. (1984) reported marked reduction in energy level, increased fatigue, irritability, depression and delayed psychosexual maturation in 50 insulin dependent diabetics. Some workers have reported cognitive dysfunction emerging in adolescence with diabetes mellitus (Ryne et al., 1984) . Lawson et al. (1984) identified memory impairment in diabetics as compared to controls. Popkin et al. (1988) found in their sample of 75 type I Diabetes Mellitus patients high (51%) life time and six month prevalence of psychiatric disorders when viewed in comparison with first degree relatives (35%) and general population (33%). Tattersall (1981) has opined that psychiatric changes in patient with diabetes mellitus may well be due to the stresses of diabetic way of life. We are not aware of any study from our country where psychiatric aspects of diabetes mellitus in our conditions have been studied. Thus one thought it would be worthwhile as a first step to estimate the precise extent of depressive symptoms manifested by a group of patients suffering from diabetes mellitus.
METHODOLOGY
X he patients sample consisted of a consecutive series of 100 patients of diabetes mellitus (Type I and Type II) who attended the Diabetic Clinic at King George's Medical College, Lucknow from April, 1990 onwards and who fulfilled the following selection criteria:
1. Ages between 16 to 60 years.
2.
No obvious damage to the brain or nervous system, i.e. cerebrovascular accident or any other concommitant disease which could affect the function of the nervous system e.g. multiple sclerosis.
3. Not on medication which produce cognitive defects or peripheral neuropathy.
4. Absence of Hypoglycemia or ketoacidosis on the day of assessment.
Screening for criterion number 2-4 were done by two of the investigators (C.GA. and B.S.).
Subsequently the selected subjects were interviewed by psychiatrists (M.S. and A J.).
• This involved complete psychiatric history and a mental status examination. All patients were assessed on-Schedule for Standardize Assessment of Affective Disorders (SADD) and Hamilton Rating Scale for Depression (HRSD).
RESULTS
X he diabetics in our smaple had a mean age of 38.1±14.2 yrs. with a majority being females (62%) ( Table -I ). The mean duration of their illness was 4 years. Only 24 patients had a positive history of diabetes mellitus in their first Table-2 compares insulin dependent and non-insulin dependent patients on SADD items related to the history. Compared to the insulin dependent patients, non-insulin dependent patients reported more abnormalities during childhood and adolescence. Precipitating stress ocurred with more or less same frequency in both the groups. Two patients of non-insulin dependent diabetes reported presence of psychiatric disorder in blood relatives. No such his- Table- tory was available in case of insulin dependent patients. No subjects in either group had a history of affective disorder in blood relatives, psycho pathological symptoms in childhood or adulthood, or a history of continued psychic stress.
Table-3 indicated that the commonest (60% or more) reported symptoms on SADD items related to symtomology in the patients of both groups were lack of energy, irritability, joylessness, loss of interest, change of body weight and decreased libido,. Other less common though frequently (25.5%) reported symptoms included sadness, hopelessness, disruption of social function, indecisiveness, lack of self confidence, losss of ability to concentrate, inability to fall asleep, ideas of worthlessness and feeling worse in the evening. On HRSD the most frequent symptoms among insulin dependent diabetics were depressed mood (56.7%), decreased work and activities (73%) and loss of weight (67%).
Non-insulin dependent diabetics reported depressed mood (57.1%), early insomnia (44.3%), late insomnia (42.9%), anxiety-psychic (41.4%) anxiety-somatic (31.4%). There were no significant difference among insulin and non-insulin dependent diabetics subjects. Table-5 : depicts the mean of total scores of HRSD in insulin dependent and non-dependent diabetics. It can be seen that the total score of insulin dependent subject was significantly higher than non-insulin dependent subjects. 
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DISCUSSION
ML sychosocial factors have been implicated in diabetes mellitus in several ways. They range from a view implying casual role of psychosocial factors in the onset of illness to the view point minimizing the role of psychosocial factors in comparison to physical management of the illness. Without subscribing to these extreme view points the often reported finding of an association of psychiatric disorders/symptoms with diabetes mellitus (Popkinef al., 1988) does raise important issues regarding management of diabetic patients when psychiatric symptoms coexist with diabetes mellitus.
In our patients of diabetes mellitus Type-I and Type-II we found that depressive symptomatology was a common occurence. The profile as well as frequency of symptoms as elicited on a structured interview schedule (SADD)was more or less the same in both the groups (Table-3 ). The most frequently reported symptoms were lack of energy, irritability, joylessness, loss of interest, change of body weight, decrease libido, sadness, ideas of hopelessness, disruption of social function, lack of self confidence, loss of ability to concentrate and ideas of worhtlessness. Surridge et al. (1984) in a descriptive study of psychiatric findings in 50 insulin depndent diabetics found symptoms of marked reduction in energy level, increased fatigue and irritability, depression and delayed psycho-sexual maturation in their patients. These symptoms are akin to the psychiatric profile presented byour subjects. Popkin et al. (1988) studied 75 patients undergoing evaluation for pancreatic transplantation and found one or more psychiatric diagnosis in half of the patients and a life time prevalence of major depression in one quarter. Thus it can be seen that depression or depressive symtomatology is a common accompaniment of diabetes mellitus. The differences in the frequency of symptoms and other variation can be accounted for differences in the methodology.
Using the criteria of total score on HRSD as an index of severity of depressive symptomatology we found that the total score on HRSD was significantly higher in insulin dependent diabetics (Type-I)as compared to the non-insulin dependent diabetics (Type-II). This may be due to the fact that the insulin dependent diabetic patients face more daily stresses as compared to the other group. For instance, repeated hospitalization, repeated serious medical illnesses due to complications, diabetic restriction, routine multiple injection, associated medical problem (such as Gout, Hypertension, Ischemic heart disease), awareness of course, and possible complication, repeated investigation no doubt are stresses faced by these patients.
Our finding indicate a significant proportion of both insulin dependent and non-insulin dependent diabetic patients suffer from depressive symtomatology. This has implication for a comprehensive management of diabetese. It has been demostrated that the psychiatric symptoms are correlated with poor control of diabetes mellitus. Thus for a psychiatrist who sees a diabetic patient with depression it would be worthwhile to keep the connection in mind. He may also then havethe oppurtunity not only to intervene appropriately but also to call the primary care physician's attention to the possible casual connection between patients dysphoria and poor control of the patient's diabetes. This also provides a fertile area for research where the facts of psychiatric intervention in the management & treatment of diabetes mellitus could be studied.
